Introduction: Recently, stories depicting social injustices and inequities have gripped the US, leading to protests and other demonstrations of student activism. In response to current events, students at Weill Cornell Medical College identified the need for more diversity inclusion components in the newly developed medical school curriculum. Thus, we developed a student-initiated, student-run elective, Community Perspectives in Medicine, which provides a forum for first-year medical students to interact, and have open discussions, with members of communities most impacted by social and health inequities. Methods: During five weekly 2-hour sessions, representatives of different community-based organizations (CBOs) speak with 15 first-year medical students. Invited CBOs represent diverse populations, including
Introduction
Racism, sexism, homophobia, and xenophobia are universal challenges, but in the medical setting, they can be associated with concrete health disparities. Many minorities are disproportionately affected by certain health conditions, such as diabetes, obesity, HIV/AIDS, cancer, tobacco usage, and alcohol abuse. Treatment for chronic medical conditions is often compromised for patients from racial and ethnic minority backgrounds, as research shows that they are less likely to receive appropriate medication compared to their White counterparts. These inequalities of care are concerning for physicians, as they are real obstacles in optimizing health for all patients.
Through the Patient Protection and Affordable Care Act and expansions of Medicaid in some states, including New York, many patients who previously were unable to access medical providers are now able to seek out care. In 2014, there were 1,319,239 individuals who applied for health insurance in New York, 53% of whom had an income at or below 200% of the federal poverty level. Twenty-one percent of these individuals identified as Hispanic, 13% as Black/African American, and 9% as Asian/Pacific Islander. The patient population is clearly becoming more racially, ethnically, and fiscally diverse.
It is essential that health care providers are trained to communicate effectively with individuals who may have different health beliefs or life experiences. To best prepare medical school students for their careers, they must learn about the challenges that patients from different backgrounds face when seeking health care. To meet this need, medical schools across the country have programs designed to integrate diversity inclusion into medical education, with many aiming to provide medical students with cultural competency skills. Often, the information about diversity is presented by describing cultural practices of different racial, ethnic, religious, and sexual groups. Many resources are available for this purpose, such as those following the ETHNIC (explanation, treatment, healers, negotiate, intervention, collaboration) mnemonic. Other programs focus on health disparities and provide lectures with important information on ways specific minorities are disproportionately impacted by certain illnesses. Fewer resources exist, however, for the development of cultural humility curricula, which incorporate "a lifelong commitment to self-evaluation and self-critique, to redressing the power imbalances in the patient-physician dynamic, and to developing mutually beneficial and nonpaternalistic clinical and advocacy partnerships with communities on behalf of individuals and defined populations." Teaching cultural humility introduces students to a way of thinking-rather than solely providing a knowledge base-that has evidence of effectiveness. The Columbia University College of Physicians and Surgeons used the cultural humility model in its LGBT health curriculum for medical students, and the University of California, San Francisco, School of Medicine used the same model in its clinician and community perspectives alignment training.
Like many other programs on cultural sensitivity, we chose to include the course in the first year of medical school.
However, we deviated from the small-group, case-based discussions used by some and opted for an open, reflection-based, small-group format, which is generally reserved for clinical years.
To ensure an environment in which open self-reflection was encouraged, a safe-space model was used. Students were explicitly told before each session that any information disclosed by other students was to remain confidential and that students should feel free to speak their minds without feeling judged by others. The safe-space model and its benefits have been well described elsewhere.
Our elective sought an innovative way to inform students of specific obstacles by allowing them to hear from community-based organizations (CBOs) representing entire communities of diverse populations. Some programs have diverse perspectives represented through cases written by physicians or other medical school faculty.
This approach has limitations, as the actual emotional experience of interacting with patients from different backgrounds is lost. Similarly, medical students may make light of the challenges during role-play, resulting in culturally insensitive dialogue. To prevent this, other curricula invite specific patients to speak about their experiences in medicine. While this brings a more realistic account of the challenges experienced, there is still a dependence on one patient to represent an entire population. By inviting CBOs to present specific issues their members face, students are able to hear a collective viewpoint from those impacted by disparities. CBOs often serve as advocates for patients and thus have experience articulating the needs of the population they represent. Many CBO members see educating others (including medical students) about their community as part of their organization's overall goal.
Based on the literature review, we created this course and the conceptual model shown in Figure 1 . A key aspect of the student-initiated elective is including community members in teaching medical students the knowledge, skills, and attitudes needed to provide care for a diverse patient population. While many programs of this kind are taught within the general medical education curriculum and are mandatory for students to attend, we opted for an elective model where students choose to sign up for the course.
Creating Community Perspectives in Medicine (CPIM) as a student-run course was beneficial as it meant it could be formatted by course leadership to best address the educational goals without the time, space, and administrative constrictions often experienced by other curricular innovations. This was similar to the format of Wake Forest School of Medicine's Transitions in Medicine course. However, there is also benefit in identifying a faculty member as a mentor for the project in order to help reserve space on campus. Dr. Carla Butin-Foster provided this mentorship and served as an advisor throughout the development of the course. CPIM was first run as a pilot session with a $500 grant from Weill Cornell's Medical School Executive Council's Health Equity Fund. The pilot session was moderated by an outside social worker who volunteered her time to help with the session and was attended by 20 students. Through surveys administered at the pilot session, students expressed dissatisfaction with the number of students in the course, feeling that 20 students were too many to allow for an enriching conversation. Similarly, the postpilot session evaluations indicated a strong preference for student moderation, as participants felt it would allow for a more relevant and less guarded discussion. After the pilot session was completed, a formal proposal for the course was written, and an application for funding was submitted to and accepted by the Weill Cornell Medical College Alumni Association. With this annual budget, this course is now run each year as described in the sections that follow, and we are continuing to make progress on the overall goal of creating a space for students to critically analyze their own actions and perceptions, with the long-term goal of improving health experiences and outcomes for minorities.
Methods
As an elective at Weill Cornell Medical College, CPIM facilitates student-community conversations about health disparities. The 5-week series occurs 1 evening per week for 15 first-year medical students. Each session is designed to provide a conversation with a specific CBO, represented by two speakers. 22 The course is run with a grant of $2,500 (an average of $500 per session). The budget breakdown is approximately as follows:
$100 to each community organization speaker (usually two per session) to compensate him or her for travel. $25 each on thank-you gifts (framed stethoscopes) for the speakers. $250 on dinner for each session for all of the students.
The first full iteration of the course was organized by a second-year medical student, Eric Kutscher, who had been trained previously as a peer educator for multiple prior extracurricular activities. Planning should be expected to be very time intensive, requiring 3 hours a week for the 2 months prior to the course (24 hours total) and an average of 7 hours a week during the course.
CBO Recruitment
Recruiting CBOs to speak should begin at least 2 months before the start of the course and may require a variety of avenues in order to reach organizations. First, course leadership can use personal connections to reach out to local organizations. Second, faculty members who work with diverse patient populations can be contacted for suggesting CBOs and providing e-introductions. At our institution, this is how the majority of speakers have been found. Lastly, some speakers can be recruited through blind emailing. CBOs invited for the inaugural year of the elective allowed for discussions on LGBT health, immigrant health, women's health, care for patients with special needs, and care for patients of a variety of religious backgrounds.
Once a representative from the CBO indicates interest, the course leadership should set up a phone call to further clarify the goals of the session and confirm participation. Once a CBO agrees to send speakers, the speaker biographies need to be collected and compiled into the syllabus, along with CBOrecommended prereading. A course syllabus template is available in Appendix A, and a sample full-course syllabus is available in Appendix B. In some cases, CBOs might request an in-person meeting at their site to provide the speakers with the opportunity to get additional information and guidance on the expectations. These can be very helpful.
Student Recruitment
Medical students should be recruited to participate in the course at the beginning of the year. We recruited during the annual student activities fair for first-year medical students. CPIM had a table with information on the course and a sign-up sheet for students interested in hearing more. Of the 100 students in the first-year class, 41 students signed up for the Listserv. One month prior to the start of the course, an email with the finalized syllabus and a link to sign up for the course (e.g., Google Forms) should be sent to those interested. To sign up for the course, students should provide their name and email and indicate if they will be able to attend at least four of the five sessions (dates need to be provided). At our institution, students were also given the option to be on a waiting list to attend certain sessions in case there were openings due to course attendee absences. Priority should be given to students on a first-come, firstserved basis.
Session Organization
The course outline is described in Figure 2 . All students are expected to have completed the CBOrecommended prereading prior to the session. During the first hour of each session, community groups speak with students to address the following questions:
What is the goal of your organization, and how is health included in this goal? What are the greatest health disparities your community faces? Describe the challenges you or your members have faced with the medical system. Is there anything you wish doctors did differently? Each community prepares for this section of the course differently. Some may come with formal presentations, while others provide a brief introduction and overview addressing the above questions. Appendix C offers an example of what this may look like based on the facilitator guides for the five CBOs that most recently presented at our institution. A modifiable facilitator guide template (Appendix D) is also included. Regardless of the format, students are always encouraged to ask questions, and there should be time allocated for discussion between the students and the speakers.
Keeping the session running on time is the responsibility of the second-year student facilitator. Two other second-year students should also be present to take notes during the discussion to help capture lessons learned. After 1 hour, the speakers are thanked for their participation by providing them with a symbolic token of their role as educators of future physicians, a framed Cornell-red stethoscope. This also represents their role as healers of the health system as they listen for problems and report them back to students and physicians.
Once the speakers and other community members leave, the debrief session begins. Students are provided dinner and should sit around a table or in a circle for a more relaxed atmosphere. Each debrief session should always begin with the facilitator establishing the room as a safe space. The facilitator specifically prompts students to reflect on the following:
Their thoughts and feelings on the presentation and CBO. The generalizability to a wider population of the experiences discussed. The improvements to the medical field suggested by speakers. Any modifications they would make to their practice of medicine.
While most of what the students say remains confidential, any takeaway points should be recorded by the two second-year note takers and shared with the entire class during the 10-minute wrap-up at the end of the session.
After each session, both students and community members fill out an end-of-session evaluation (Appendices E & F, respectively). As determined through a sign-in sheet, students who attended four or more of the five discussions are given elective credit for their attendance and participation. At the end of the course, students also complete a course evaluation (Appendix G). This assessment instrument was designed by course leadership as a way of monitoring the course and was not taken from a standardized source. It was, however, used consistently throughout all the sessions of the course, including the pilot session.
Results
The course overenrolled to 16 students, and all 16 students successfully received elective credit for the program by attending at least four of the five sessions. Fourteen of the 16 students attended all five sessions and completed the course evaluation. Of those 14 students, 57% agreed that capping the course at 15 students was necessary.
Satisfaction with the course was high, as 93% of students enrolled rated the course as excellent, and 100% of students would recommend the course to students for next year. The course format, content, and diversity of speakers were rated as excellent by 79%, 86%, and 93%, respectively. Similarly, 71% of students believed there to be excellent applicability to medical practice, and 100% of students thought the timing during first year was excellent. The evaluation tool itself was rated by 86% of students as above average or excellent.
Selected quotes from participants include the following:
"I learned so much from the course. The discussions provided for a richness of understanding that the presentation wasn't capable of eliciting." "The discussions were EXCELLENT, especially when people got less guarded." "I loved hearing all about how we can help improve the quality of care for marginalized groups. I believe that this class really helped me improve as a medical student and future physician." "Make the course longer so we can survey more communities that face disparities." "Absolutely excellent course. I feel like I have learned something."
In terms of questions regarding possible modifications to the course, 71% felt that speakers should not be asked to give a more formal presentation, 64% felt that a practicing physician should not be present for the debrief portion of the course, 93% agreed that it was important to provide dinner to students at the sessions, and 50% of students felt the course should be required for all first-year students.
Discussion
CPIM provides a model for meaningful involvement with CBOs outside of service-based learning models. Like some other programs (e.g., the University of North Carolina at Chapel Hill's community-based participatory research program), we emphasize the importance of a partnership between CBOs and medical students. In this way, we not only increase medical students' cultural awareness but also provide traditionally disenfranchised communities with a formal involvement in medical education. This resource also demonstrates how student-developed and student-led courses can be integrated into medical education, allowing for enriching experiences for student leadership and cross-class relationship formation. Our project uses a unique format of safe-space discussion forums and session debriefings to enhance critical thinking, similar to a model used at the San Francisco Veterans Affairs Medical Center during their longitudinal rotations program. Early in the elective, we realized we needed to provide students with prereading materials to enrich the discussion. The 10-minute wrap-up was also added at the end of each debriefing to provide continuity across the sessions. Another lesson learned was the importance of team-based planning for the elective. The leadership structure for CPIM thus has changed for the second year of the course to spread out the level of responsibility. Looking forward, seven of the 16 students are currently working to plan the course for next fall, following the leadership format discussed above. The new leadership roles and responsibilities are outlined in Appendix H.
We hope our program can be an easily adaptable model for other medical schools to increase community perspectives in medical education but realize there are limitations to the CPIM program that must be considered. First, time requirements to coordinate the course were quite high. Second, only 15 students were able to benefit from the program. To expand the project to reach a larger audience, one could consider allowing more students into the discussion with the community groups but then splitting into groups of 15 for the debrief portion. Third, evaluations were based on a small number of students, and all students assessed had volunteered to partake in the course. Similarly, the evaluations used did not evaluate for concrete knowledge points but instead allowed students to provide their own takeaway lessons. Looking forward, we hope to formally study the impact of our course on students' attitudes towards diverse communities either through pre-and postcourse self-assessments (e.g., Harvard's Project Implicit program) or through standardized questionnaires (e.g., Crandall, Reboussin, Michielutte, Anthony, and Naughton's Medical Student Attitudes Toward the Underserved questionnaire ). Lastly, the course relies on participation of community organizations, which requires the commitment of multiple organizations to partake in the course, and may be more difficult in medical schools in less urban areas.
In the future, we hope to create additional sessions for second-year medical students to help prepare them immediately before they begin their clerkships in the second half of their year. In these additional sessions, we hope to hear best practices from physicians working for community health centers. A physician from the Weill Cornell Medical College community would help moderate the sessions and the debriefings. We also hope to add a third-year program that allows CPIM course graduates to volunteer in CBOs that provide clinical services. 
